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Abstract
Background: Emergency departments (EDs) have the potential to provide evidence-based practices for suicide prevention to
patients who are acutely suicidal. However, few EDs have adequate time and personnel resources to deliver recommended
evidence-based assessment and interventions. To raise the clinical standard of care for patients who are suicidal and seeking
psychiatric crisis services in the ED, we developed Jaspr Health, a tablet-based app for direct use by such patients, which enables
the delivery of 4 evidence-based practices.
Objective: This study aims to evaluate the feasibility, acceptability, and effectiveness of Jaspr Health among suicidal adults in
EDs.
Methods: Patients who were acutely suicidal and seeking psychiatric crisis services participated in an unblinded pilot randomized
controlled trial while in the ED. Participants were randomly assigned to Jaspr Health (n=14) or care as usual (control; n=17)
groups. Participants were assessed at baseline, and a 2-hour posttest using self-report measures and a semistructured interview
were conducted.
Results: Conditions differed significantly at baseline with regard to age but not other demographic variables or baseline measures.
On average, participants had been in the ED for 17 hours before enrolling in the study. Over their lifetime, 84% (26/31) of the
sample had made a suicide attempt (mean 3.4, SD 6.4) and 61% (19/31) had engaged in nonsuicidal self-injurious behaviors,
with an average rate of 8.8 times in the past 3 months. All established feasibility and acceptability criteria were met: no adverse
events occurred, participants’ app use was high, Jaspr Health app user satisfaction ratings were high, and all participants using
Jaspr Health recommended its use for other suicidal ED patients. Comparisons between study conditions provide preliminary
support for the effectiveness of the app: participants using Jaspr Health reported a statistically significant increase in receiving 4
evidence-based suicide prevention interventions and overall satisfaction ratings with their ED experience. In addition, significant
decreases in distress and agitation, along with significant increases in learning to cope more effectively with current and future
suicidal thoughts, were observed among participants using Jaspr Health compared with those receiving care as usual.
Conclusions: Even with limited statistical power, the results showed that Jaspr Health is feasible, acceptable, and clinically
effective for use by ED patients who are acutely suicidal and seeking ED-based psychiatric crisis services.
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Introduction
Background
With 48,344 suicides reported in 2018 (1 every 11 min and 132
per day) [1], suicide remains the 10th leading cause of death
across all age groups [2] and the second leading cause of death
among people aged 10-44 years [3] in the United States.
Moreover, suicide rates have significantly increased over the
past two decades, making suicide one of the few health outcomes
proving difficult to impact [2,4]. Specifically, the annual suicide
rate increased by 33% between 1999 and 2017 [5], from 10.5
to 14.8 per 100,000. From 2009 to 2018, the rate increased from
19.23 to 22.79 per 100,000 for males and from 4.88 to 6.18 per
100,000 for females [6]. Nearly 16 million people worldwide
make a suicide attempt on an annual basis [7,8], with
approximately 1.4 million adults in the United States making
attempts in 2018 [7,9]. In addition, a staggering 12 million
American adults thought seriously about trying to kill
themselves [10]. Although death by firearms remains the most
common method of suicide in the United States, intentional
self-poisoning with substances, including opioids, accounts for
more than 5000 suicides annually [11].
These staggering increases have led to soaring numbers of
emergency department (ED) visits for suicide attempts and
ideation in recent years [12]. Approximately 575,000 people
are treated annually in US EDs for injuries because of self-harm
[13], and 1% of all ED visits involve suicidal ideation [12].
Between 2006 and 2013, ED visits for suicidal ideation
increased by 12% annually. During this same period, costs of
ED visits because of suicidal ideation increased by over 20%
annually—from US $600 million to US $2.2 billion.
Suicidal patients pose special and difficult challenges for EDs
[14]. On average, these patients wait for care more than 3 times
longer than those with medical emergencies [14,15], which
leads to the problem of boarding, where the patient is waiting
(and still under observational status) in the ED for an inpatient
or residential bed to become available [16-18]. Factors
contributing to extended wait times include a lack of available
inpatient beds (72% of patients who are suicidal are referred to
inpatient hospitalization) [12] and inadequate access to
hospital-based mental health providers to provide suicide risk
assessments, stabilize crises, and help safely transition patients
home [19]. Boarding then leads to crowding, poor patient
experience, lower quality care [20], delays in treatment, and
morbidity and mortality [21] as beds that might otherwise be
used to treat patients with life-threatening medical conditions
[19] are used for patients who are suicidal while they await
treatment or transfer to an inpatient unit or a residential facility.
Suicide crises also have a tremendous financial impact on EDs.
One study found that every behavioral health ED visit prevented
2.2 beds from turning over, costing EDs an average of US $2264
in lost revenue per visit [15].
ED-Based Interventions to Reduce Suicidal Deaths
EDs can also play a consequential role in reducing suicides by
providing evidence-based care for a population at high risk for
suicide [22]. For example, studies have shown that up to 25%
of patients who seek ED services following a suicide attempt
will make another attempt and up to 10% will die by suicide.
Of those who do, a substantial proportion will have visited the
ED for suicidality the year before they die [23-25]. ED-based
interventions thus offer a unique opportunity [26] to intervene
for this high-risk population where delivery of evidence-based
interventions in the ED could reduce annual deaths from suicide
by as much as 20% [27]. For these reasons, a number of public
health policy initiatives have recommended increased delivery
of suicide prevention efforts during ED visits [28]. Accordingly,
in recent years, The Joint Commission has required improved
screening for suicidality. By July 2021, The Joint Commission
will also require EDs to create suicide crisis safety plans for all
patients who are acutely suicidal [29]. The reality, however, is
that few EDs have the time and personnel resources to perform
these best practices [30].
The use of electronic tablets in health care by providers and
patients has exponentially increased over the past decade
because of their portability, efficiency, and range of
functionality. For patients who are suicidal in the ED, a tablet
encased in a strong protective case could easily be brought to
the patient’s bedside, play psychoeducational videos, and allow
users to generate text content to complete a comprehensive,
evidence-based suicide risk assessment. Such an app could
replace hours of unstructured waiting that characterizes the
typical ED experience with robust suicide prevention
interventions.
Study Purpose
We sought to create a digital technology for use in EDs to
increase the delivery of suicide prevention evidence-based
practices without adding to personnel needs in an effort to
reduce suicidal behavior with an ultimate goal of saving lives
while also improving the quality of ED care delivered to those
who are suicidal. Jaspr Health was developed over a span of
several years using an iterative process of development and best
practices in user-centered design [31-34]. Extensive feedback
was sought from ED patients who were suicidal (n=89) and
their ED-based care team (n=105) from 4 large health care
systems across the United States. At its core is the Collaborative
Assessment and Management of Suicidality (CAMS), a highly
adaptable evidence-based suicide prevention intervention
developed by Jobes [35], for use by clinicians in engaging,
assessing, and treating patients who are suicidal. CAMS uses
a chart-ready documentation tool, the Suicide Status Form, to
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serve as a clinical roadmap guiding assessment, treatment
planning, and ongoing tracking of risk and care disposition.
Developed two decades earlier, CAMS contains many
recommended practices, including a comprehensive suicide risk
assessment, stabilization planning, and lethal means safety
counseling [36]. It has been used as a brief intervention, an
add-on to an existing treatment, and a short-term suicide-focused
treatment. Beyond suicide risk factors and warning signs, CAMS
identifies and treats patient-articulated drivers of suicide, as
defined as those problems and other issues that compel a person
to consider suicide, for example, trauma, romantic breakup, or
financial issues. To date, 5 published randomized controlled
trials (RCTs) support CAMS efficacy as a clinical suicide
prevention intervention [37-41]. CAMS was integrated into
Jaspr Health.
We conducted this preliminary RCT in EDs to examine the
feasibility, acceptability, and effectiveness of Jaspr Health for
adults who were acutely suicidal in the ED. We sought to
determine if patients in the midst of a profound suicide crisis
would be able and willing to use a tablet-based app to complete
a comprehensive suicide risk assessment, build a crisis stability
plan, undergo lethal means counseling, and learn behavioral
skills to improve their capacity to tolerate future crises. Would
patients feel as if using an app diminished or compromised their
overall ED satisfaction and experience? In addition, would
providers and health care systems allow their patients who are
suicidal to interact with a tablet? And would Jaspr Health
produce outcomes that might justify its continued use—in the
ED and other care pathways? Results from this pilot can assess
the promise of this app’s approach for patients who are acutely
suicidal and inform our and others’ development of digital
innovations used for behavioral and medical interventions,
including telehealth delivery. We predicted that, compared with
care as usual (CAU) control participants, Jaspr Health
participants would receive more evidence-based suicide
prevention interventions, report greater reductions in their
agitation and distress, indicate superior capacity for coping with
their suicidal ideation over time, and exhibit higher patient
satisfaction with their overall ED experience.
Methods
Design and Recruitment
We recruited individuals who were acutely suicidal and seeking
ED-based psychiatric crisis services from 2 EDs located in the
Midwest. Although a number of large health care systems in
geographically diverse regions of the United States had intended
to participate in the research, only 2 systems had completed the
necessary contractual procedures at the start of the study; efforts
to complete contracting with other systems ceased with
COVID-19. Both health care systems identified their
participating EDs. In both cases, EDs were selected on the basis
of serving a large number of patients who are suicidal and the
ED staff’s willingness to incorporate the research into their
workflow. Each ED offered 24/7 psychiatric care offered by
behavioral health providers. One site used master’s level social
workers to perform an initial clinical assessment and
recommended discharge disposition for later review by an ED
physician. The other site had a psychiatrist and psychiatric nurse
practitioner embedded in the ED to perform the initial suicide
assessment and clinical intervention, with the psychiatrist
determining the discharge disposition. All study procedures
took place in the patient’s ED room.
An advisory group of people with lived experience (PLE) with
suicide assisted in developing research procedures to ensure the
acceptability of the research method. Before finalizing the
research protocol (measures, scripts, and methods), a timed ED
protocol simulation test was conducted individually with 4 PLE
advisors that fully mirrored the ED research experience.
Advisors provided their impressions on a number of issues such
as the overall length and relevance of the research measures,
including whether they were acceptable given the cognitive load
experienced by suicidal persons while in the ED and ensuring
the researcher script was clear, easy to understand, and in plain
speech (rather than scientific or clinical language that may be
confusing or off-putting). Concerns expressed by one PLE were
treated as hypotheses to verify with another. By applying a
user-centered design method commonly used when developing
software, modifications were made until the protocol was
deemed acceptable (content, process, and time required to
complete) by investigators, the Director of Lived Experience
Integration, and PLE advisors. All procedures were approved
by a full board review by the Sterling Institutional Review Board
and the Institutional Review Board at the Catholic University
of America. External monitoring was provided by an
independent Data Safety Monitoring Board comprising
recognized suicide experts. The trial was registered at
ClinicalTrials.gov NCT03584386.
Eligible participants were English-speaking adults, 18 years or
older, and acutely suicidal in the ED. Patients who were actively
psychotic, severely agitated, and/or significantly impaired by
alcohol or drugs were excluded from participating because they
would be unable to provide informed consent and participate
meaningfully in a behavioral intervention and/or because of
safety concerns involving access to a tablet that could be
weaponized.
Potentially eligible participants were identified by a member
of the medical team or behavioral health specialists who initially
approached each patient to briefly describe the study and assess
their interest in participating. A researcher then met with the
patient, provided a high-level summary of the project to
determine the patient’s interest, and conducted an eligibility
screen to verify that the patient met the study criteria. As patients
who are suicidal are a vulnerable population, great care was
taken to ensure that before providing consent, eligible
participants had a thorough understanding of the study
procedure, including its risks and benefits. To standardize the
informed consent process and ensure that all information was
reliably, simply, and succinctly delivered, all eligible
participants watched a brief 5-min video in which the study’s
Director of Lived Experience Integration walked through all
study procedures aided by a simple PowerPoint illustrating the
key points. Eligible participants were offered the opportunity
to review the written informed consent form and/or to have the
researcher review other specific sections. To minimize
enrollment bias, randomization to either Jaspr Health or the
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CAU condition occurred after the process of informed consent
was performed. A minimization randomization procedure was
used to match participants to condition based on suicide severity
and earlier history of ED visits for suicidal behavior. To guard
against bias or possible disappointment caused by not being
randomly assigned to the Jaspr Health condition, specific details
about Jaspr Health were contained in a separate supplemental
2-min video, and consent was provided to those assigned to
Jaspr Health following the randomization procedure.
Following the completion of the informed consent and
randomization process, participants completed a baseline
assessment using a tablet. In the CAU condition, participants
completed the posttest assessment 2 hours after the baseline
assessment. In the Jaspr Health condition, participants were
given up to 2 hours to use the app and then administered the
posttest assessment. The 2-hour study time and app use were
paused when Jaspr Health participants met with a member of
their care team and then resumed when done. To ensure safety
while using the tablet-based app, the researcher remained in the
patient’s room during their use and sat on a chair in the corner
of the room. Researchers told patients that they would be
focusing on their own work to minimize the impact of their
presence. Researchers were allowed to answer specific questions
asked by the patient about Jaspr Health use but did not speak
to the patient during the study session. Jaspr Health participants
also received access to usual care.
Measurements
Study data were collected using SurveyMonkey, a Health
Insurance Portability and Accountability Act of 1996
(HIPAA)–compliant secure web-based assessment tool and
were stored in a HIPAA-compliant cloud-based server.
Participants completed self-report questionnaires on an Apple
iPad tablet. Researchers entered additional data (eg, time spent
using Jaspr Health and answers to semistructured interview
questions) onto laptops where content was saved and stored on
the cloud-based server.
Key domains assessed among those in the Jaspr Health group
included feasibility and acceptability. Feasibility was measured
by the absence of negative or adverse events, the premature
stopping of a test session by medical personnel concerned about
the patient’s welfare, or the premature disengagement of use
(requesting to stop after 20 min, the average length of an
ED-based clinical interview). Acceptability was measured by
the total number of minutes used, whether the patient would
recommend Jaspr Health to others in their situation, and
satisfaction.
RCT measures were developed in collaboration with the
Emergency Department Safety Assessment and Follow-up
Evaluation [42] principal investigator and Jaspr Health
consultant (Dr Boudreaux), reviewed with PLEs, and selected
for their brevity and simplicity for use with individuals who are
suicidal and seeking psychiatric crisis services in an ED. The
Safety and Imminent Distress Questionnaire is a 4-item,
face-valid self-report survey based on Dr Boudreaux’s Keeping
Myself Safe Subject Usability Survey [43]. Participants rated
their feelings in the present moment using a 10-point scale. The
following items were included: intensity of emotional distress
(1=no distress; 10=highest distress ever felt), the extent to which
they felt calm or agitated (1=very calm; 10=very frustrated or
agitated), their ability to cope with thoughts of killing
themselves (1=no ability to cope; 10=strong ability to cope),
and their ability to go home safely (1=not able; 10=very able).
The Suicide-Related Coping Scale (SRCS) [44] is a 17-item
psychometrically sound self-report measure of coping with
suicidal thoughts, urges, and crises. The SRCS uses a 5-point
rating scale (0=strongly disagree; 4=strongly agree). The
Emergency Room-Patient Satisfaction Survey (ER-PSS) is a
7-item measure used to assess patient experience in the ED. The
measure was developed in consultation with the patient
experience division of a large reputable health care organization.
The initial 6 items used a 5-point rating scale (1=poor;
5=excellent). Items included the helpfulness of ED visit, the
degree to which the patient felt listened to and cared about by
their care team, the likelihood that they would recommend the
ED to others in their situation, and their overall rating of care
they received. A final item involves rating their overall ED
experience from 1 (worst) to 100 (best). The Jaspr Health
Patient Satisfaction Questionnaire is an 8-item survey that
adapts the ER-PSS to evaluate Jaspr Health, including its ease
of use and helpfulness to patients. Patients also rate Jaspr Health
on a 100-point scale and indicate whether they would
recommend Jaspr Health to others in their situation. A brief
semistructured interview was conducted at the end of the posttest
session and sought to identify what, if any, suicide prevention
best practices the participant received while in the ED. When
they positively affirmed receiving an intervention, patients were
asked to subjectively rate the thoroughness with which they
received best practices using a 5-point Likert scale (1=not very
thorough; 5=very thorough). They were also asked who
delivered the best practice (a member of their care team, Jaspr
Health, or both). On average, baseline and posttest measures
took less than 10 min to complete, and the semistructured
interview took approximately 3 min to administer.
Intervention
All clinical interventions contained in Jaspr Health draw upon
well-established evidence-based practices for suicide prevention
that are recommended for adults in the ED who are suicidal
[45]. Guided by the CAMS Suicide Status Interview, an
adaptation of the Suicide Status Form, Jaspr Health includes an
artificial intelligence–powered virtual guide chatbot that gathers
patient self-report: the guide conducts the comprehensive suicide
assessment, discusses the importance of lethal means safety
management and collaboratively generates a plan to reduce or
eliminate access during the high-risk period, and generates a
crisis stabilization plan with the patient. Content from these
chatbot-driven discussions are then summarized in a clinical
decision support guide for use by the care team in deriving an
evidence-based discharge disposition.
In light of the increased awareness of the power of imparting
messages of hope and insights by PLEs [46-50], Jaspr Health
also includes psychoeducation videos delivered by PLEs on
what to expect in the ED, how to survive the first days after
returning home from the hospital, coping with shame, strategies
for staying well, and inspiring messages to generate hope (eg,
My Wish for You). Efficacious behavioral skills from Dialectical
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Behavior Therapy [51-63], a recognized gold standard in the
treatment of suicidal behavior, are also included to teach users
how to tolerate distress, change unwanted negative emotions,
distract from painful cues, better manage their thoughts with
mindfulness, and radically accept that which cannot be changed.
If used as intended, Jaspr Health may significantly increase the
routine delivery of evidence-based suicide prevention
interventions compared with usual care while decreasing
potential exposure to malpractice liability through improved
suicide-focused practice and extensive documentation.
Statistical Analysis
We used descriptive statistics, chi-square tests, and generalized
linear model (GLM). Descriptive statistics (means and
percentages) described the sample, satisfaction with Jaspr
Health, and number of evidence-based interventions received.
GLM compared Jaspr Health and CAU on satisfaction with
their ED experience and the amount of change from baseline
to posttest (using GLM’s generalized estimating equations
[GEEs]). These GLM analyses controlled for which ED patients
were in and for age (which we found differed between
conditions). Chi-square tests compared conditions on what
intervention they received. Power was low for comparing means
and proportions between conditions, with a very large effect
size (Cohen d=1.05) needed to detect a statistically significant
(P=.048) difference (power of 0.80, two-tailed test). Power was
higher for detecting a statistically significant time×condition
effect in GEE analysis, with the ability to detect a medium effect
size (f=0.27).
Results
Enrollment and Participant Characteristics
For approximately 2 months (January through February 2020),
41 patients who were suicidal in the ED were approached,
screened, and informed of the study. Of these, 33 consented to
being randomized to Jaspr Health (n=16) or CAU (n=17). Two
Jaspr Health participants were excluded from participation after
randomization (one was transferred to an inpatient unit before
beginning the intervention and the other had previously
participated in an earlier usability study), resulting in a Jaspr
Health sample size of 14. Unfortunately, the rapid spread of
COVID-19 required the suspension of recruitment efforts at
participating health care organizations, thus ending this phase
of research earlier than planned and with a significantly smaller
sample size than originally planned (N=90). Figure 1 provides
a consort flowchart of the enrollment.
Of the sample, 65% (20/31) were identified as female and 87%
as White (27/35). Participants’ages ranged from 18 to 68 years,
and the average age was 34.4 years (SD 15.17). A total of 32%
(10/31) of the sample graduated from high school, 23% (7/31)
obtained a 2-year college degree, 13% (4/31) earned a 4-year
college degree, and 10% (3/31) had earned a graduate degree.
Of the 31 participants, 25 (82%) had made a suicide attempt in
their lifetime and 16 (64%) had made 2 or more attempts in
their lifetime. In addition, 61% (19/31) of participants reported
a lifetime history of engaging in nonsuicidal self-injurious
behaviors and at an average rate of 8.8 times (median=2.0)
during the past 3 months. Moreover, 55% (17/31) of participants
indicated that they had visited the ED for suicidal behaviors 3
or more times in their lifetime; of this subsample, 77% (23/31)
of participants had been to the ED before the index ED visit 1
to 2 times in the past 3 months for suicidal behaviors. Overall,
48% (15/31) of participants had sought psychiatric crisis services
in the ED on 3 to 7 occasions in their lifetime. Participants had
already been in the ED for an average of 17 hours before
enrolling in the research study. With the exception of age, no
differences were detected between conditions at baseline on
demographics and baseline measures. Furthermore, no
differences between sites were detected for gender, race,
education, use of emergency services, or suicidal-related
variables (eg, suicide severity and history of attempts and
nonsuicidal self-injury). Table 1 shows participants’
characteristics by condition.
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Figure 1. Participant enrollment CONSORT (Consolidated Standards of Reporting Trials) flow chart. ED: emergency department.
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Table 1. Participants’ characteristics by study group (enrollment).
CAUb (n=17)Jaspr Health (n=14)Participant characteristica





1 (6)0 (0)Black or African American
15 (88)12 (86)White
1 (6)2 (14)More than one race or other
Education, n (%)
1 (6)1 (7)Less than high school
7 (41)3 (21)High school graduate
2 (12)3 (21)Some college
3 (18)4 (29)2-year college degree or trade school
2 (12)2 (14)4-year college degree
2 (12)1 (7)4-year degree+masters
Suicide severity and history, n (%)
3 (18)3 (21)No attempt
4 (24)5 (36)1 attempt
10 (59)6 (43)2 or more attempts
Emergency services’ use history, n (%)
3 (18)2 (14)No previous EDe visits
3 (18)6 (43)1 or 2 ED visits
11 (64)6 (43)3 or more ED visits
Emergency services used in the past 3 months, n (%)
13 (77)11 (79)1-2 times
1 (6)2 (14)3-4 times
0 (0)0 (0)5-7 times
1 (6)1 (7)7-10 times
1 (6)0 (0)More than 10 times
Emergency services used across lifespan, n (%)
4 (24)7 (50)1-2 times
5 (29)5 (36)3-4 times
3 (18)2 (14)5-7 times
2 (12)0 (0)7-10 times
2 (12)0 (0)More than 10 times
Nonsuicidal self-injury, n (%)
12 (71)7 (50)Yes
5 (29)7 (50)No
aNumbers and percentages may not sum to total because of missing data.
bCAU: care as usual.
cOne sex assignment was different from birth.
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dOne participant identified as Hispanic.
eED: emergency department.
Feasibility and Acceptability of Digital Technology
Factors representative of the feasibility and acceptability of
Jaspr Health showed strong, positive results. All Jaspr Health
participants completed the use of digital technology without
any adverse events or premature stopping of the test session
either by medical personnel or participants. Jaspr Health
participants used Jaspr Health for an average of 80 min (SD 33
min; median 85 min). All Jaspr Health participants indicated
that they would recommend the digital tool to other suicidal
individuals in their situation. In addition, participants gave Jaspr
Health high satisfaction ratings. As shown in Table 2, the
average satisfaction rating for Jaspr Health was 4.4 (SD 0.63)
using a 5-point Likert scale, where 1=poor and 5=excellent.
Table 2. Satisfaction ratings among Jaspr Health participantsa.
Mean (SD)Item
4.5 (0.76)Jaspr was easy to use and understand
4.1 (0.77)Helpfulness or Jaspr
3.9 (0.92)Felt cared about Jaspr
4.1 (1.00)Helpfulness of information
4.4 (0.63)Overall rating of care by Jaspr
aResponse categories for Jaspr satisfaction items coded from 1 to 5: 1=poor; 2=fair, 3=good, 4=very good, and 5=excellent.
Feasibility and Effectiveness
Key findings favored the Jaspr Health over the CAU condition.
As shown in Table 3, Jaspr Health participants reported
receiving significantly more of the best practice interventions
recommended for suicidal individuals while in the ED. In
addition, Jaspr Health participants indicated robust exposure to
these interventions. As shown in Table 4, they reported learning
an average of 3 new behavioral skills (SD 1.3) and engaged
with 4 PLEs (SD 2.63). The degree of thoroughness with which
Jaspr Health participants received best practices ranged from
an average of 3.4 (SD 1.1; crisis plan) to 4.1 (SD 0.86; PLE)
on the 5-point scale.
Table 3. Participants responding yes to receiving interventions.
P valueχ2 (df)Jaspr (n=14), n (%)CAUa (n=17), n (%)Variable
<.00123.9 (1)14 (100)2 (12)Crisis stabilization plan
<.00119.0 (1)12 (85)1 (6)Lethal means counseling
<.00120.2 (1)13 (93)2 (12)Skills
<.00123.4 (1)13 (93)1 (6)PLEb
aCAU: care as usual.
bPLE: people with lived experience with suicide.
Table 4. Interventions received across conditions: number received and rating of thoroughness (n=31).
Thoroughnessa, mean (SD)Number received, mean (SD)Intervention
3.4 (1.08)—bCrisis stabilization plan
3.5 (1.31)—bLethal means counseling
3.7 (1.38)2.7 (1.30)Skills
4.1 (0.86)3.7 (2.63)PLEc
aResponse categories for thoroughness coded from 1 to 5: 1=not very thorough and 5=very thorough.
bParticipants did not receive a quantifiable number of interventions for crisis planning or lethal means counseling.
cPLE: people with lived experience.
Table 5 shows that Jaspr Health participants had greater
improvement than CAU participants from baseline to posttest
in suicide-related coping, capacity to cope with distress, and
agitation and distress using GEE analysis. Statistically
significant time×condition effects show that during the 2-hour
experimental procedure, compared with CAU patients, Jaspr
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Health patients reported greater decreases in intensity of
agitation and distress and greater increases in their ability to
cope with thoughts of killing themselves. Within-condition
effect sizes were large to very large for Jaspr Health participants’
decreases in agitation and distress (Cohen d=0.61 and 1.00,
respectively) and increases in coping ability (Cohen d=0.90).
In contrast, effect sizes for CAU participants were small.
Specifically, a decrease in distress (Cohen d=0.33), a small
increase in agitation (d=0.11), and an increase in coping ability
(Cohen d=0.32) were observed in CAU. Although the
time×condition effect for readiness to go home safely was not
statistically significant, effects sizes were small for CAU but
larger (though still small in magnitude) for Jaspr Health. Finally,
compared with CAU, Jaspr Health participants reported a
significant time×condition effect, reflecting a greater increase
in their SRCS-measured suicide-related coping capability than
CAU participants, with a very large effect size for Jaspr Health
(Cohen d=1.11) compared with a small effect for CAU (Cohen
d=0.26).
Table 5. Repeated measures analysis comparing Jaspr and care as usual on pre- and postintervention outcomes.
Cohen da: within-condition
change
Time×conditionTimePostintervention, mean (SD)Baseline, mean (SD)Scales or items










.025.8 (1)<.00113.2 (1)SIDQ—Coping ability
0.906.6 (2.71)4.6j (2.28)Jaspr
0.325.2 (2.28)4.8 (2.41)CAU
.490.5 (1).271.2 (1)SIDQ—Readiness to go home
0.287.8 (2.26)7.0k (3.32)Jaspr
0.054.4 (2.95)4.0 (3.33)CAU
aInterpretation of Cohen d is 0.20 small, 0.50 medium, and 0.80 large.
bSRCS: Suicide-Related Coping Scale.
cAnalysis sample size of Jaspr, n=14.
dResponse categories for suicide-related coping coded from 0 to 4: 0=strongly disagree and 4=strongly agree.
eAnalysis sample size of care as usual, n=17.
fCAU: care as usual.
gSIDQ: Safety and Imminent Distress Questionnaire.
hResponse categories, for distress coded from 1 to 10: 1=no distress and 10=highest distress ever felt.
iResponse categories for agitation coded from 1 to 10: 1=very calm and 10=very frustrated or agitated.
jResponse categories, for coping ability coded from 1 to 10: 1=no ability to cope and 10=strong ability to cope.
kResponse categories, for readiness to go home coded from 1 to 10: 1=not able and 10=very able.
Although not generally statistically significant, Table 6 shows
that effect sizes comparing Jaspr Health and CAU conditions
on ED patient satisfaction favored Jaspr Health and ranged from
medium to large in magnitude. A large effect size (Cohen
d=0.80) and a nearly statistically significant difference (P=.06)
was observed on arguably the most important ED patient
satisfaction item Overall Rating of Care, again favoring Jaspr
Health.
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Table 6. t tests comparing Jaspr and care as usual on emergency department satisfaction measures.
Between conditionCAUb (n=17), mean (SD)Jaspr (n=14), mean (SD)Itemsa
Cohen dcP valueχ2 (df)
0.56.142.2 (1)3.2 (1.19)3.8 (0.98)Helpfulness of ERd visit
0.63.152.0 (1)3.5 (1.23)4.2 (0.98)Felt listened to
0.42.291.1 (1)3.7 (1.12)4.1 (1.23)Felt cared about
0.41.430.6 (1)2.8 (1.44)3.4 (1.50)Ready to return home
0.65.112.6 (1)3.5 (1.23)4.3 (1.20)Recommend ER
0.80.063.7 (1)3.4 (1.17)4.2 (0.98)Overall rating of care
aResponse categories for ED satisfaction items coded from 1 to 5: 1=poor, 2=fair, 3=good, 4=very good, and 5=excellent.
bCAU: care as usual.




We wondered whether patients who are acutely suicidal would
tolerate interacting with an artificial intelligence–powered
chatbot designed to deliver evidence-based suicide-focused
interventions. Would they also choose to virtually hear from
PLE and learn behavioral skills to increase their capacity to
cope with distress? If they did, would it produce positive clinical
outcomes and improve their overall ED visit experience?
Preliminary findings strongly supported Jaspr Health’s
feasibility and acceptability, while also appearing promising as
an effective clinical intervention. With respect to feasibility and
acceptability, patients who are suicidal in the ED tolerated Jaspr
Health and opted to use the app on their own for a median of
85 min. Of 14 Jaspr Health patients, all completed a
comprehensive suicide assessment and created a crisis
stabilization plan, and 12 (85%) patients engaged in lethal means
counseling. Jaspr Health participants also opted to learn 3
behavioral skills and hear from 4 PLEs and gave Jaspr Health
high satisfaction ratings—100% recommended it for use by
others in their situation. In addition, no adverse events occurred
during its use. Jaspr Health appeared clinically effective. In
comparison with CAU participants, those receiving Jaspr Health
reported statistically significant reductions in agitation and
distress over time and improved capacity to cope with current
and future suicidal thoughts. They also felt more positively
about their overall ED experience. These findings are not
surprising, given that those who received Jaspr Health received
the evidence-based interventions recommended by experts at a
much higher and statistically significant rate compared with
CAU patients. Only 12% (2/17) of CAU patients had developed
a crisis stabilization plan while in the ED, and only 6% (1/17)
of CAU patients discussed the lethal means with his or her care
team. The findings are particularly noteworthy, given that the
study was underpowered because of the sudden need to stop
the study because of COVID-19.
Although still in the early stages, the implications of this study
are substantial. First, this study demonstrates that digital
technologies can be used to fulfill the mandate and vision of
aiding the delivery of evidence-based suicide prevention care
to patients who are acutely suicidal while in the ED. Powerful
interventions supported by decades of suicide prevention clinical
research can reach and impact those they are designed to help
without significant demands on personnel or extensive training.
Indeed, care teams may actually save time, as tools such as Jaspr
Health reliably and compassionately gather relevant information
from the patient that can be used by the provider to deepen their
own clinical interview. Second, delivering state-of-the-art
evidence-based care for people who are in an acute suicide crisis
can be performed anytime and anywhere there is internet access
and a tablet computer, including rural and frontier communities
with unusually high rates of suicide and limited access to
psychiatric care. By extension, digital technologies such as Jaspr
Health may be blended with other crisis stabilization services
and delivered via telehealth, which reduces the need for some
to go to the ED altogether. They can also be used to support the
standardized delivery of evidence-based care to patients who
are suicidal or admitted to a medical or surgery unit for injuries
resulting from a suicide attempt or in a primary care context.
When integrated into a health care system’s electronic health
record, such tools may augment (not replace) a trained medical
personnel’s interventions and improve the overall quality of
care. They may also help mitigate malpractice claims by
ensuring thorough documentation of specific evidence-based
care received by a patient, including ongoing assessment of
their suicidality while in the ED [64].
Limitations
This preliminary study is the first of its kind that we are aware
of where digital technology was used to intervene with a highly
vulnerable suicidal population seeking psychiatric crisis services
in an ED. The study contained a number of inherent
methodological limitations, as a feasibility- and
acceptability-oriented RCT. Although developmentally
appropriate for a study at this early phase, the threats to internal
validity are notable. First, researchers were only in the room
for Jaspr Health, but not CAU, to ensure safe use of the app
during initial testing. Although the researchers were instructed
to not engage in conversation with the participants (in fact, they
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were instructed to appear busy on their laptops), their presence
alone may have been a factor that accounted for a reduction in
distress and agitation compared with CAU. Furthermore, their
presence may have also positively affected study outcomes via
a social desirability bias. Second, a placebo device was not used
for the CAU participants. Without controlling for the tablet
itself and engagement with it, we cannot know for certain
whether the effect achieved was because of Jaspr Health’s
content or simply the outcome of having access to a tablet. (It
is worth noting, however, that all rooms were equipped with a
television for patient use). Third, the assessors were not blinded
to the patients’ study condition. Finally, limitations of budget
and project scope, complicated further by reducing study length
because of COVID-19, resulted in our inability to expand to
other ED research sites located in more ethnically and racially
diverse regions of the United States. This resulted in another
significant study limitation, namely, a predominantly White
sample that significantly limits the study’s external validity.
Future research should focus specifically on ED sites in
ethnically and racially diverse regions of the United States to
ensure greater sample diversity to address this considerable
limitation.
Conclusions
This pilot study provides preliminary support for an approach
that may reduce suicide by delivering powerful evidence-based
suicide prevention assessments and interventions for suicidal
ED patients at particularly high risk for death by suicide. It also
paves the way for digital innovations to solve complex
behavioral health problems by improving reliable delivery of
evidence-based practices, enhancing patient experiences, and
producing compelling clinical outcomes while aiding and not
taxing busy care providers. It also highlights the need to
accelerate efforts to improve the delivery of evidence-based
suicide prevention practices in EDs. Despite the study’s
limitations, which include threats to internal validity in the RCT
and the small sample size, the use of digital technologies appears
feasible and acceptable to both patients and their care teams,
even for a highly vulnerable population in a complex and
fast-paced environment. In addition to a statistically significant
reduction in distress and agitation compared with CAU and
increased capacity to cope with current and future suicidal
thoughts, perhaps the most notable finding is that those using
the digital solution actually received evidence-based
suicide-focused interventions. Digital solutions such as Jaspr
Health also allow hospital-based care teams to improve their
own clinical impact by using a chatbot to gather important
information that can then be used in subsequent clinical
discussions with the patient. Future studies should seek to reduce
threats to internal validity by building in greater experimental
controls while also recruiting participants from more ethnically
and racially diverse regions of the country to extend
opportunities for ethnic and racial minorities to participate and
increase external validity, thereby saving the lives of people in
need.
Acknowledgments
This work was supported by the National Institutes of Health or National Institute of Mental Health (R44MH108222). The sponsor
had no role in the review or approval of this manuscript. The authors wish to express their gratitude to Adam Haim, PhD, NIMH
Program Officer, for his continued guidance of this work. The authors are grateful to their colleagues Julie Chung and Maria Ilac
for their assistance in preparing this manuscript.
Conflicts of Interest
LD and KK co-own the Evidence-Based Practice Institute, Inc, a for-profit company that owns Jaspr Health. DJ is the treatment
developer of CAMS and receives royalties for his books from the American Psychological Association Press and Guilford Press.
He is a founder and co-owner of CAMS-care, a limited liability corporation, a for-profit training and consultation organization.
Both DJ and PG have equity shares in Jaspr Health. To manage investigators’ potential conflicts of interest, statistical consultant
BB, independently oversaw all data management, data analyses, and written interpretation of all results and verified the accuracy
and validity of all study data before any data have been publicly presented.
Multimedia Appendix 1
CONSORT-eHEALTH checklist (V 1.6.1).
[PDF File (Adobe PDF File), 1194 KB-Multimedia Appendix 1]
References
1. Fatal injury data from web-based injury statistics query and reporting system (WISQARS). Centers for Disease Control
and Prevention. 2018. URL: https://webappa.cdc.gov/sasweb/ncipc/leadcause.html [accessed 2021-01-09]
2. Web-based injury statistics query and reporting system (WISQARS). Centers for Disease Control and Prevention, National
Center for Injury Prevention and Control. 2016. URL: http://www.cdc.gov/injury/wisqars/index.html [accessed 2021-01-09]
3. 10 leading causes of death by age group, United States. Centers for Disease Control and Prevention. 2014. URL: https:/
/www.cdc.gov/injury/wisqars/pdf/leading_causes_of_death_by_age_group_2014-a.pdf [accessed 2021-01-09]
4. Insel TR. Will technology transform mental health care? Biological Psychiatry 2017 May;81(10):S2. [doi:
10.1016/j.biopsych.2017.02.014]
JMIR Ment Health 2021 | vol. 8 | iss. 3 | e23022 | p. 11https://mental.jmir.org/2021/3/e23022
(page number not for citation purposes)
Dimeff et alJMIR MENTAL HEALTH
XSL•FO
RenderX
5. Hedegaard H, Curtin SC, Warner M. Suicide mortality in the United States, 1999-2017. NCHS Data Brief 2018 Nov(330):1-8
[FREE Full text] [Medline: 30500324]
6. Underlying cause of death, 1999-2019 request. Centers for Disease Control and Prevention. 1999. URL: http://wonder.
cdc.gov/ucd-icd10.html [accessed 2021-01-09]
7. Bose J, Hedden SL, Lipari RN, Park-Lee E. Key substance use and mental health indicators in the United States: results
from the 2017 National Survey on Drug Use and Health. Substance Abuse and Mental Health Services Administration
2017 [FREE Full text] [doi: 10.1037/e501902006-001]
8. Suicide prevention. World Health Organization. Geneva: World Health Organization URL: https://www.who.int/health-topics/
suicide#tab=tab_1 [accessed 2021-01-09]
9. Suicide statistics. Learn the facts. American Foundation for Suicide Prevention. URL: https://afsp.org/suicide-statistics/
[accessed 2021-01-09]
10. Jobes DA, Joiner TE. Reflections on suicidal ideation. Crisis 2019 Jul;40(4):227-230 [FREE Full text] [doi:
10.1027/0227-5910/a000615] [Medline: 31274031]
11. NIMH. Suicide statistics. NIMH. 2019 Apr. URL: https://www.nimh.nih.gov/health/statistics/suicide.shtml [accessed
2021-01-09]
12. Owens PL, Fingar KR, Heslin KC, Mutter R, Booth CL. Emergency department visits related to suicidal ideation, 2006-2013.
Healthcare Cost and Utilization Project (HCUP) Statistical Briefs 2017 Jan;220 [FREE Full text] [doi:
10.4135/9781483349985.n182]
13. Fatal injury data from web-based injury statistics query and reporting system (WISQARS). Centers for Disease Control
and Prevention. 2017. URL: http://www.cdc.gov/injury/wisqars/index.html [accessed 2021-01-09]
14. Pearlmutter MD, Dwyer KH, Burke LG, Rathlev N, Maranda L, Volturo G. Analysis of emergency department length of
stay for mental health patients at Ten Massachusetts Emergency Departments. Ann Emerg Med 2017 Aug;70(2):193-202.
[doi: 10.1016/j.annemergmed.2016.10.005] [Medline: 28063614]
15. Nicks BA, Manthey DM. The impact of psychiatric patient boarding in emergency departments. Emergency Medicine
International 2012 Jul;2012 [FREE Full text] [doi: 10.1155/2012/360308] [Medline: 22888437]
16. Klass P. Kids' suicide-related hospital visits rise sharply. The New York Times. 2018 May 16. URL: https://www.
nytimes.com/2018/05/16/well/family/suicide-adolescents-hospital.html [accessed 2021-01-09]
17. Betz ME, Boudreaux ED. Managing suicidal patients in the emergency department. Annals of Emergency Medicine 2016
Feb;67(2):276-282 [FREE Full text] [doi: 10.1016/j.annemergmed.2015.09.001] [Medline: 26443554]
18. The Joint Commission. Alleviating ED boarding of psychiatric patients. In: Division of Health Care Improvement. Oakbrook
Terrace, Illinois: Division of Health Care Improvement; Dec 2015:1-3.
19. Abid Z, Meltzer A, Lazar D, Pines J. Psychiatric boarding in U.S. Eds: a multifactorial problem that requires multidisicplinary
solutions. Center for Health Care QUality 2014 Jun:1-6.
20. Bender D, Pande N, Ludwig M. Psychiatric boarding interview summary. Office of the Assistant Secretary for Planning
and Evaluation. Washington, DC: Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health
and Human Services; 2009. URL: https://aspe.hhs.gov/basic-report/psychiatric-boarding-interview-summary [accessed
2021-01-26]
21. Bernstein SL, Aronsky D, Duseja R, Epstein S, Handel D, Hwang U, Society for Academic Emergency Medicine‚ Emergency
Department Crowding Task Force. The effect of emergency department crowding on clinically oriented outcomes. Acad
Emerg Med 2009 Jan;16(1):1-10 [FREE Full text] [doi: 10.1111/j.1553-2712.2008.00295.x] [Medline: 19007346]
22. Asarnow JR, Babeva K, Horstmann E. The emergency department: challenges and opportunities for suicide prevention.
Child Adolescent Psychiatry Clinics of North America 2017 Oct;26(4):771-783 [FREE Full text] [doi:
10.1016/j.chc.2017.05.002] [Medline: 28916013]
23. Larkin GL, Beautrais AL. Emergency departments are underutilized sites for suicide prevention. Crisis 2010 Jan;31(1):1-6.
[doi: 10.1027/0227-5910/a000001] [Medline: 20197251]
24. Wilson KM, Klein JD. Adolescents who use the emergency department as their usual source of care. Archives of Pediatrics
& Adolescent Medicine 2000 Apr 01;154(4):361-365. [doi: 10.1001/archpedi.154.4.361] [Medline: 10768673]
25. Gairin I, House A, Owens D. Attendance at the accident and emergency department in the year before suicide: retrospective
study. Br J Psychiatry 2003 Jul 02;183(1):28-33. [doi: 10.1192/bjp.183.1.28] [Medline: 12835240]
26. O'Connor SS, Mcclay MM, Choudhry S, Shields AD, Carlson R, Alonso Y, et al. Pilot randomized clinical trial of the
Teachable Moment Brief Intervention for hospitalized suicide attempt survivors. Gen Hosp Psychiatry 2020 Mar;63:111-118.
[doi: 10.1016/j.genhosppsych.2018.08.001] [Medline: 30389316]
27. National Action Alliance for Suicide Prevention: Research Prioritization Task Force. U.S. National Suicide Prevention
Research Efforts: 2008-2013. National Action Alliance for Suicide Prevention 2015 [FREE Full text]
28. The Joint Commission. Detecting and treating suicide ideation in all settings. Sentinel Event Alert. Oakbrook Terrace,
Illinois: The Joint Commission; 2016. URL: https://www.jointcommission.org/resources/patient-safety-topics/sentinel-event/
sentinel-event-alert-newsletters/sentinel-event-alert-56-detecting-and-treating-suicide-ideation-in-all-settings/ [accessed
2021-01-25]
JMIR Ment Health 2021 | vol. 8 | iss. 3 | e23022 | p. 12https://mental.jmir.org/2021/3/e23022
(page number not for citation purposes)
Dimeff et alJMIR MENTAL HEALTH
XSL•FO
RenderX
29. The Joint Commission. Suicide prevention. Patient Safety Topics. Oakbrook Terrace, Illinois: The Joint Commission; 2019.
URL: https://www.jointcommission.org/resources/patient-safety-topics/suicide-prevention/ [accessed 2021-01-09]
30. Hogan MF. Better suicide screening and prevention are possible. JAMA Psychiatry 2016 Nov 01;73(11):1111-1112. [doi:
10.1001/jamapsychiatry.2016.2411] [Medline: 27706485]
31. Kushniruk AW, Patel VL. Cognitive and usability engineering methods for the evaluation of clinical information systems.
J of Biomed Info 2004 Feb;37(1):56-76 [FREE Full text] [doi: 10.1016/j.jbi.2004.01.003] [Medline: 15016386]
32. Albert W, Tullis T. Collecting, analyzing, and presenting usability metrics. In: Measuring the User Experience 2nd Edition.
Amsterdam: Elsevier B.V; Mar 7, 2013:1-30.
33. Norman DA, Draper SW. User centered design: new perspectives on human-computer interaction. In: -. Florida: CRC
Press; Dec 31, 1985:1-544.
34. Nielsen J. Usability engineering. San Diego, CA: Adademic Press 1993 [FREE Full text]
35. Jobes DA. Managing suicidal risk: a collaborative approach. In: New York: Guilford Press. New York: Guilford Press;
2016.
36. Jobes DA, Gregorian MJ, Colborn VA. A stepped care approach to clinical suicide prevention. Psychological Services
2018 Aug;15(3):243-250. [doi: 10.1037/ser0000229] [Medline: 30080081]
37. Comtois KA, Jobes DA, O'Connor SS, Atkins DC, Janis K, Chessen CE, et al. Collaborative assessment and management
of suicidality (CAMS): feasibility trial for next-day appointment services. Depression and Anxiety 2011 Nov
21;28(11):963-972. [doi: 10.1002/da.20895] [Medline: 21948348]
38. Andreasson K, Krogh J, Wenneberg C, Jessen HK, Krakauer K, Gluud C, et al. Effectiveness of dialectical behavior therapy
versus collaborative assessment and management of suicidality treatment for reduction of self-harm in adults with borderline
personality traits and disorder - a randomized observer-blinded clinical trial. Depression and Anxiety 2016 Jun
08;33(6):520-530. [doi: 10.1002/da.22472] [Medline: 26854478]
39. Jobes DA, Comtois KA, Guitierrez PM, Brenner LA, Huh D, Chalker SA, et al. A randomized controlled trial of the
Collaborative Assessment and Management of Suicidality versus enhanced care as usual with suicidal soldiers. Psychiatry:
Interpersonal and Biological Processes 2017;80(4):339-356. [doi: 10.21236/ada562326]
40. Dimeff LA, Jobes DA, Chalker A, Piehl B, Duvivier LL, Lok BC, et al. A novel engagement of suicidality in the emergency
department: Virtual Collaborative Assessment and Management of Suicidality. General Hospital Psychiatry 2018;63:119-126
[FREE Full text] [doi: 10.1016/j.genhosppsych.2018.05.005]
41. Huh D, Jobes DA, Comtois KA, Kerbrat AH, Chalker SA, Gutierrez PM, et al. The collaborative assessment and management
of suicidality (CAMS) versus enhanced care as usual (E-CAU) with suicidal soldiers: moderator analyses from a randomized
controlled trial. Military Psychology 2018 Aug 21;30(6):495-506. [doi: 10.1080/08995605.2018.1503001]
42. Boudreaux ED, Miller I, Goldstein AB, Sullivan AF, Allen MH, Manton AP, et al. The Emergency Department Safety
Assessment and Follow-up Evaluation (ED-SAFE): method and design considerations. Contemporary Clinical Trials 2013
Sep;36(1):14-24 [FREE Full text] [doi: 10.1016/j.cct.2013.05.008] [Medline: 23707435]
43. Boudreaux ED, Brown GK, Stanley B, Sadasivam RS, Camargo CA, Miller IW. Computer administered safety planning
for individuals at risk for suicide: development and usability testing. J Med Internet Res 2017 May 15;19(5):149 [FREE
Full text] [doi: 10.2196/jmir.6816] [Medline: 28506957]
44. Stanley B, Green KL, Ghahramanlou-Holloway M, Brenner LA, Brown GK. The construct and measurement of suicide-related
coping. Psychiatry Res 2017 Dec;258:189-193. [doi: 10.1016/j.psychres.2017.08.008] [Medline: 28865719]
45. Caring for adult patients with suicide risk: a consensus guide for emergency departments. Suicide Prevention Resource
Center. 2015. URL: https://www.sprc.org/sites/default/files/EDGuide_full.pdf [accessed 2021-01-09]
46. Narino S. Valuing lived experience: why science is not enough. Institute for Healthcare Improvement. Boston: Institute for
Healthcare Improvement; 2019. URL: http://www.ihi.org/communities/blogs/
valuing-lived-experience-why-science-is-not-enough [accessed 2021-01-09]
47. Norton K. Voices of lived experience can save lives. National Alliance for Mental Illness. 2018 Sep 14. URL: https://www.
nami.org/Blogs/NAMI-Blog/September-2018/Voices-of-Lived-Experience-Can-Save-Lives [accessed 2021-01-09]
48. Rittenbach K, Horne CG, O'Riordan T, Bichel A, Mitchell N, Fernandez Parra AM, et al. Engaging people with lived
experience in the grant review process. BMC Medical Ethics. 2019 Dec 16. URL: https://doi.org/10.1186/s12910-019-0436-0
[accessed 2021-01-09]
49. Suicide Attempt Survivors Task Force of the National Action Alliance for Suicide Prevention. The way forward: pathways
to hope, recovery, and wellness with insights from lived experience. Suicide Prevention Resource Center 2014 Jul:1-114
[FREE Full text]
50. Engaging People with Lived Experience: A Toolkit for Organizations. Suicide Prevention Resource Center. URL: https:/
/www.sprc.org/livedexperiencetoolkit/about [accessed 2021-01-09]
51. National IOMH. Borderline personality disorder. National Cancer Institute 2020 Feb 7. [doi: 10.32388/g3pgop]
52. National Collaborating Centre for Mental Health (UK). Borderline personality disorder: treatment and management. National
Institute for Health and Clinical Excellence: Guidance 2009 [FREE Full text] [Medline: 21796831]
JMIR Ment Health 2021 | vol. 8 | iss. 3 | e23022 | p. 13https://mental.jmir.org/2021/3/e23022
(page number not for citation purposes)
Dimeff et alJMIR MENTAL HEALTH
XSL•FO
RenderX
53. Stoffers JM, Völlm BA, Rücker G, Timmer A, Huband N, Lieb K. Psychological therapies for people with borderline
personality disorder. Cochrane Database of Systematic Reviews 2012 Aug 15;2012(8). [doi:
10.1002/14651858.CD005652.pub2] [Medline: 22895952]
54. Kliem S, Kröger C, Kosfelder J. Dialectical behavior therapy for borderline personality disorder: a meta-analysis using
mixed-effects modeling. J of Consult and Clin Psychol 2010 Dec;78(6):936-951. [doi: 10.1037/a0021015] [Medline:
21114345]
55. Tarrier N, Taylor K, Gooding P. Cognitive-behavioral interventions to reduce suicide behavior: a systematic review and
meta-analysis. Behavior Modification 2008 Jan;32(1):77-108. [doi: 10.1177/0145445507304728] [Medline: 18096973]
56. Ost LG. Efficacy of the third wave of behavioral therapies: a systematic review and meta-analysis. Behavior Research and
Therapy 2008 Mar;46(3):296-321. [doi: 10.1016/j.brat.2007.12.005] [Medline: 18258216]
57. McNair L, Woodrow C, Hare D. Dialectical Behaviour Therapy [DBT] with people with intellectual disabilities: a systematic
review and narrative analysis. J of Applied Res in Intelle Disabi 2017 Sep 26;30(5):787-804. [doi: 10.1111/jar.12277]
[Medline: 27456814]
58. Valentine SE, Bankoff SM, Poulin RM, Reidler EB, Pantalone DW. The use of dialectical behavior therapy skills training
as stand-alone treatment: a systematic review of the treatment outcome literature. J of Clin Psychol 2015 Jan 14;71(1):1-20.
[doi: 10.1002/jclp.22114] [Medline: 25042066]
59. Bankoff SM, Karpel MG, Forbes HE, Pantalone DW. A systematic review of dialectical behavior therapy for the treatment
of eating disorders. J of Eat Disorders 2012 May;20(3):196-215. [doi: 10.1080/10640266.2012.668478] [Medline: 22519897]
60. Bloom JM, Woodward EN, Susmaras T, Pantalone DW. Use of dialectical behavior therapy in inpatient treatment of
borderline personality disorder: a systematic review. Psychiatric Services 2012 Sep 01;63(9):881-888. [doi:
10.1176/appi.ps.201100311] [Medline: 22751905]
61. Brazier J, Tumur I, Holmes M, Ferriter M, Parry G, Dent-Brown K, et al. Psychological therapies including dialectical
behaviour therapy for borderline personality disorder: a systematic review and preliminary economic evaluation. Health
Technology Assessment 2006 Sep;10(35) [FREE Full text] [doi: 10.3310/hta10350] [Medline: 16959171]
62. Linehan MM. DBT Skills Training Manual, Second Edition. In: Dialectical Behavior Therapy. New York: Guildford Press;
2014.
63. Linehan MM. DBT Skills Training Handouts and Worksheets, Second Edition. In: Dialectical Behavior Therapy. New
York: Guildford Press; 2014.
64. S S. Personal Communication. Personal Communication 2020 Dec 03.
Abbreviations
CAMS: Collaborative Assessment and Management of Suicidality
CAU: care as usual
ED: emergency department
ER-PSS: Emergency Room-Patient Satisfaction Survey
GLM: generalized linear model
GEE: generalized estimating equations
HIPAA: Health Insurance Portability and Accountability Act of 1996
PLE: people with lived experience
RCT: randomized controlled trial
SRCS: Suicide-Related Coping Scale
Edited by G Eysenbach; submitted 29.07.20; peer-reviewed by A Budenz, XF Zhong; comments to author 30.10.20; revised version
received 11.12.20; accepted 18.12.20; published 01.03.21
Please cite as:
Dimeff LA, Jobes DA, Koerner K, Kako N, Jerome T, Kelley-Brimer A, Boudreaux ED, Beadnell B, Goering P, Witterholt S, Melin
G, Samike V, Schak KM
Using a Tablet-Based App to Deliver Evidence-Based Practices for Suicidal Patients in the Emergency Department: Pilot Randomized
Controlled Trial




JMIR Ment Health 2021 | vol. 8 | iss. 3 | e23022 | p. 14https://mental.jmir.org/2021/3/e23022
(page number not for citation purposes)
Dimeff et alJMIR MENTAL HEALTH
XSL•FO
RenderX
©Linda A Dimeff, David A Jobes, Kelly Koerner, Nadia Kako, Topher Jerome, Angela Kelley-Brimer, Edwin D Boudreaux,
Blair Beadnell, Paul Goering, Suzanne Witterholt, Gabrielle Melin, Vicki Samike, Kathryn M Schak. Originally published in
JMIR Mental Health (http://mental.jmir.org), 01.03.2021. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in JMIR Mental Health, is properly cited. The complete
bibliographic information, a link to the original publication on http://mental.jmir.org/, as well as this copyright and license
information must be included.
JMIR Ment Health 2021 | vol. 8 | iss. 3 | e23022 | p. 15https://mental.jmir.org/2021/3/e23022
(page number not for citation purposes)
Dimeff et alJMIR MENTAL HEALTH
XSL•FO
RenderX
